Background The current debate on organisation of the mental health care raises a question whether to prioritise specialisation of clinical teams or personal continuity of care. The article explores the experiences of patients and clinicians regarding specialisation (SC) and personal continuity (PCC) of care in five European countries. Methods Data were obtained via in-depth, semi-structured interviews with patients (N = 188) suffering from mental disorders (F20-49) and with clinicians (N = 63). A maximum variation sampling was applied to assume representation of patients and of clinicians with different characteristics. The qualitative data from each country were transcribed verbatim, coded and analysed through a thematic analysis method. Results Many positive experiences of patients and clinicians with the PCC approach relate to the high quality of therapeutic relationship and the smooth transition between hospital and community care. Many positive experiences of patients and clinicians with the SC approach relate to concepts of autonomy and choice and the higher adequacy of diagnosis and treatment. Clinicians stressed system aspects of providing mental health care: more effective management structure and higher professionalization of care within SC approach and the lower risk of disengagement from treatment and reduced need for coercion, restraint, forced medication or involuntary admission within PCC. Conclusions Neither the PCC, nor the SC approach meets the needs and expectations of all patients (and clinicians). Therefore, future reforms of mental health services should offer a free choice of either approach, considering that there is no evidence of differences in patient outcomes between PCC and SC approaches.
Introduction
Across Europe, health systems have become fragmented because of medical specialisation, high levels of decentralisation, increased professionalization, novel financing schemes and diversity in the alternatives for service provision [1] . The current debate on the organisation of the mental health care system raises a question whether to prioritise specialisation of clinical teams by separation of inpatient and outpatient care or personal continuity of care approach where the same primary clinician is responsible for an individual patient within hospital and community services [2] [3] [4] [5] [6] . Both approaches have their own stakeholders and both prevail in different countries as a result of mental health care reforms having significant consequences in each country in terms of allocation of resources and service organisation [5, [7] [8] [9] .
The literature shows that the specialisation of care approach (SC) is expected to simplify the practical organization of services, support quick clinical decision-making, enable clinical teams and clinicians to focus on only one setting, and foster an expertise in setting specific aspects 1 3 of treatment [2, 4, 10] . On the one hand, proponents of this approach claim that the increasing specialisation of psychiatric services represents a progress in our understanding of mental health problems [9] . On the other hand, the personal continuity of care approach (PCC) is expected to facilitate smooth transition of patients from one setting to another, to support long-lasting therapeutic relationships, and to simplify clinical communication as patients and clinicians are familiar with each other across the care settings [2, 5, 6, 8] .
The mental health reforms in different countries were not evidence based as the available research has brought inconclusive results and suffered from serious methodological shortcomings (small sample size, local settings, limited range of outcomes, comparison of newly implemented approaches with traditional ones) [2, 11] . Moreover, a qualitative exploration of those issues is lacking. Mental health care approaches are complex; as much as it is important to assess their clinical outcomes and costs, focusing exclusively on such aspects, would overlook the personal experiences and preferences of patients and clinicians, which are so far under-researched.
We are addressing this research gap by presenting qualitative data drawing upon the experiences of patients and clinicians in five European countries (Belgium, Germany, Italy, Poland and UK) who have received or provided care within at least one of the two care approaches-SC and PCC. The positive and negative experiences of frontline providers and recipients of care are important contributions regarding policy decision-making, they may also shed light on the mechanisms by which each of the system can be clinically effective or more responsive to the specific expectations and needs.
Methods

Data collection
The qualitative data set presented here is a part of the recent COFI study (Full title: Comparing policy, framework, structure, effectiveness and cost-effectiveness of functional and integrated systems of mental health care) comparing specialisation and personal continuity care in five European countries (Belgium, Germany, Italy, Poland and the UK), where those approaches are the standard way of providing mental health care [2] . The COFI project was a prospective, multi-country natural experiment conducted in 57 hospitals involving over seven thousands of patients using specialisation and personal continuity of care. Its quantitative results showed no difference between specialisation and personal continuity care approaches in rehospitalisation rates, number of inpatient bed days, untoward events and social functioning in the total sample [12] . Therefore, a complementary qualitative approach was crucial to increase our general understanding of both approaches in mental health care.
Data were obtained via in-depth, semi-structured interviews with patients and clinicians regarding personal experiences of providing or receiving care within SC and PCC approaches. Trained interviewers were following the unified study protocol and interviews' guidelines developed in a process involving all partners and including several revision rounds and pilot interviews in each country ([2]-a detailed protocol of the COFI study).
To assure diversity of the sample (maximum variation sampling), researchers recruited similar numbers of patients treated with SC versus PCC approaches, who had varying personal characteristics (gender, age, treatment history) and clinical diagnosis (ICD-10) of psychotic disorders (F20-29), affective disorders (F30-39) or anxiety/somatisation disorders (F40-49). Accordingly, the sample of clinicians had different characteristics regarding gender, age, the care approach adopted by the service they work within (PCC or SC) and their profession: psychiatrists, psychologists, nurses, social workers. Clinicians were recruited from the hospitals or community mental health services participating in the project. All participants were offered vouchers (25 €) to compensate for their time and commitment.
Data analysis
Data from semi-structured interviews with patients and clinicians were audiotaped and transcribed verbatim, ensuring the removal of any identifying information to maintain anonymity and confidentiality. Study centres in each country generated a list of initial codes based on a line-by-line analysis of translated pilot interviews using CAQDA (computerassisted qualitative data analysis). The meaning of each initial code was discussed between all coders. As a result, the initial codes were grouped and summarised into unified coding books for patients (266 codes) and for clinicians (245 codes). Additionally, the consistency of coding across all centres was assessed and discrepancies were discussed till the consistency had reached a satisfactory level and the coders from each study centre coded the selected part of the transcript applying a core set of identical codes.
In the next step, all partner countries coded a priori all transcripts (CAQDA) applying the separate codebooks for patients and clinicians and using line-by-line analysis (Atlas.ti) [13, 14] . Equal attention was given to each data item and extracts of data were coded inclusively not to lose the context. If new codes emerged, they were adopted if approved by all partners.
Each partner country produced the coding report translated into English which comprised of basic information about the national sample, list of all codes with data extracts, which captured the essence of the particular code without unnecessary complexity, and research memos regarding the coding procedure and data analysis.
In the next step, coding reports from each country were analysed through a thematic analysis method-some codes were combined to form an overarching theme, others were refined, separated, or discarded [14, 15] . To obtain meaningful themes in relation to the comparison of both care approaches, positive and negative personal experiences of patients and clinicians were organised and grouped using a realist, semantic approach. To progress from description to data interpretation, and to theorise about meaning and implications of the data collected, patient and clinician experiences were compared and interpreted as advantages and disadvantages of PCC and SC approaches.
Sample description
Patient sample
We interviewed a total of 188 patients, 60% female and 40% male. Thirty-nine percent of the patients had experience of receiving personal continuity of care, 53% specialisation of care, while 8% experienced both approaches during 1-year follow-up. Full details of sample characteristics are shown in Table 1 .
Clinician sample
In all countries, psychiatrists are the main clinicians and decision-makers regarding patients' treatment; therefore, making up 60% of the sample. Remaining interviews were conducted with other staff members including psychologists, psychiatric nurses and social workers. Detailed sample characteristics are presented in Table 2 .
Results
Homogeneity of experiences
An initial assumption was that socio-cultural and historical differences between the five countries participating in the COFI study would be reflected by the qualitative data. However, we have found that the opposite is true-the analysis shows a high level of homogeneity in the data collected across partner countries. Patients and clinicians in all five participating countries shared very similar experiences and the understanding of features characteristic to both approaches. Therefore, the data from all five countries are presented together.
Moreover, clinicians and patients showed high level of consistency when describing their positive and negative experiences with both personal continuity and specialisation of care. To illustrate the homogeneity of the data, we are presenting quotations from clinicians (C) and patients (P) in the tables. Clinician quotations in the text are marked by country (BE, IT, GE, PL, UK), type of care (PCC/SC), and profession (differentiated by id number) and patients' quotations in the text are marked by country (BE, IT, GE, PL, UK), type of care (PCC/SC), gender (F/M), age, and type of disorder.
Positive experiences with PCC
Patients
We have identified a number of positive experiences related to different features of personal continuity of care, which are perceived by patients as advantages. Some of them relate to the quality of the clinician-patient relationship: patients felt their problems were addressed in a more holistic way, there was less confusion, stress and frustration during the consultation, and in general the therapeutic alliance has been stronger-built over longer period of time and characterised by trust and sense of security, even in a crisis situation. Moreover, patients believed that the PCC approach leads to shorter hospital stays and smoother transitions between hospital and community care. Examples of patients' argumentations are presented in Table 3 , next to the similar clinicians' argumentations.
Clinicians
Patients' accounts have been confirmed by clinicians who shared their opinions of the quality of the therapeutic alliance in PCC, holistic approach to patients' problems and sense of security in crisis situation. Clinicians also believe that PCC allows to avoid confusion about treatment recommendations and frustration of repeating personal story (Table 3 ). They have also discussed additional organisational advantages of PCC, besides shorter hospital stays and smooth transitions between the settings. Those advantages of PCC are listed below with quotations which illustrate the arguments raised by clinicians:
• higher adherence to treatment;
C: It promotes the adherence to treatment, promotes the understanding from the patients about what we are doing for them, promotes the compliance… also from the family… the compliance to the care project (IT-PCC: psychiatrist).
• reduced need for coercion, restraint, forced medication or involuntary admission; C: The patient was very unwell, he had bipolar, he was very manic and very vulnerable-needed to come to hospital-but because he had a really good relationship with the consultant he agreed to come to hospital voluntarily. If that had been a different consultant who did not know that patient, the patient would have had to been sectioned (UK-PCC: nurse).
• lower risk for disengagement from treatment; C: Further treatment by the familiar person, familiar personnel means significantly fewer disengagements and also not so much information is lost (GE-BT: psychologist/psychiatrist).
• more satisfaction for clinician-seeing patient's condition improved after discharge;
C: It's nice to see people over a long period of time.
(…) You've got that knowledge, what works and what does not work, and you've seen them ill and well. Just to see ill people all the time, and as soon as someone gets well they disappear, and another ill person comes in… in my experience people burn out, especially inpatient consultants (UK-PC: psychiatrist).
• better communication between different clinicians/services.
C: (…) relationships between staff are just as important. They know you so you can talk (UK-PC: psychiatrist). 
Positive experiences with SC
Patients
Some patients treat the fact of being treated by two different clinicians in two different settings as natural: they have never questioned it, as they feel that they have a good rapport with both clinicians, especially if the collaboration between inpatient and outpatient services is well established. Analysis of patients' positive experiences led to the identification of features related to specialisation of care, which can be interpreted as advantages of this approach. Patients believe they experienced more autonomy and more choice and could separate a crisis period from regular life, which was important to them. Moreover, they felt that the staff at the hospital wards was more available for them and believed that they had higher chances receiving a more accurate diagnosis and treatment. Their reasoning is presented in Table 4 .
Clinicians
The experiences of clinicians with specialisation of care which are perceived as a relative advantage of that approach over personal continuity of care are very similar to the patients' views as Table 4 shows. However, clinicians also addressed two additional features related to the organisation of care. They believe that SC approach offers a higher professionalization of care, C: Clearly the fact that there is a team dedicated to the ward allows a specialisation of care and the best management of acute phases (IT-SC: psychiatrist). and a more effective management structure.
C: I feel specialisation of care may make it a bit easier for the system to accommodate the different treatment options, availability of staff, just to manage that a bit better (UK-PC: nurse).
Negative experiences with PCC
Patients
We have also identified some features related to patients' experiences with personal continuity of care which constitute a relative disadvantage of the approach over specialisation of care (Table 5 ). Patients talked about limited possibilities to confirm the diagnosis as well as treatment 
Clinicians Patients
Better supports patients' autonomy C: It's a patient who is active… (…) It's also a patient for whom we have built an outpatient structure adapted to the situation at the appropriate moment. It's a patient who cuts off, when they stop their hospitalisation (BE-BT: psychiatrist) P: I saw that they trusted me [because they gave me the opportunity to go outside the ward]…They understood that I wasn't there to make trouble but rather to follow my pathway and leave as soon as pos-sible… (IT-SC: M23/affective disorder) Different clinicians provide new, additional information or more adequate diagnosis and treatment C: Sometimes it is really quite good, if someone different has a look at the situation, this results in more opinions. Finally, it may even result in different treatment approaches (GE-SC: psychiatrist) P: More than one opinion is better and if they coincide then it is even better. That is why I see it positively, that I was treated by more than one doctor (GE-SC: M34/psychotic disorder) Patients have more choice regarding the change of the clinician C: (…) Some patients are happy to not see me and to have another clinician, this depends on the diagnosis and on the personal relationship that they have with you (IT-SC: psychiatrist) P: I have a chance to compare people, clinicians and their professionalism. And whether they are not doing any harm with their medications. That is very important (PL-SC: F63/psychotic disorder) Different clinicians across settings help to separate a crisis period from regular life C: There are patients that for some time prefer to be away from everything, including the outpatient staff (IT-SC: psychiatrist) P: It is better that the person who takes care of the severe phases sees people only in the worse [periods] , and the clinician who refers to the hospital and takes on outpatient care actually has a chance to see the person in the reality of daily life (PL-SC: F32/psychotic disorder) Higher availability of staff in a hospital ward C: I'm not splitting my time between here and the wards and sometimes here and sometimes there (UK-SC: psychiatrist) P: If you have the same doctor, they'd be very busy and that it'd be a lot to take on, but as long as both doctors inside and outside the hospital know exactly what's going on, then two doctors is fine (UK-SC: M24/ psychotic disorder) recommendations, and a somewhat lower availability of staff in hospital wards. Moreover, they felt that PCC approach results in having more difficulties in separating and isolating a crisis period from a regular life:
P: I think there should be an inpatient psychiatrist and an outpatient psychiatrist because the inpatient psychiatrist sees you when you're unwell… I've got a new consultant psychiatrist at the moment and I like the fact that she has met me when I'm well in the community because then she doesn't have that previous picture or judgement of me (UK-PCC: F30/affective disorder).
Clinicians
Similar features related to clinicians' experiences with the personal continuity model of care, constituting a relative disadvantage of this approach over specialisation of care, were identified (Table 5 ). Moreover, clinicians see the personal continuity of care approach also related to the higher workload and management difficulties.
C: That works very well, but psychiatrist have got massive caseloads. How much they know each person in detail, I'm not sure, because they've got so much they've got to deal with (UK-PCC: psychologist).
C: It takes time and commitment and often it is not possible to reconcile hospital work with community work. Sometimes it's hard to treat the same patient for years. It's sometimes so stressful to work with the same family all the time, especially when working at the hospital as well (PL-PCC: psychiatrist).
Negative experiences with SC
Patients
We have also identified a number of features related to patients' experiences with specialisation of care which constitute a relative disadvantage of that form of care in comparison with personal continuity care. Those features again relate to the quality of a therapeutic relationship [(1) low trust in unfamiliar clinicians, (2) a less holistic approach to patients' problems, (3) frustration or stress of patients having to repeat their personal story], accuracy of diagnosis and treatment (receiving confusing recommendations from different clinicians) and organisation of care [(1) lack of smooth transition between hospital and community care, (2) longer inpatient stays, (3) higher uncertainty of clinician at discharge]. As those features correspond to-as opposites-the advantages of personal continuity care approach described above (Table 3) , Table 6 illustrates only selected themes. 
Clinicians
Clinicians had the similar perception of disadvantageous features of specialisation of care and have mentioned all features described in patient accounts (Table 6 ). However, they have also discussed some other important features related to clinicians' experiences with specialisation of care which constitute a relative disadvantage of that form of care in comparison with personal continuity care:
• higher risk of disengagement from treatment; • communication problems between different clinicians and services; • conflicts between different clinicians and services; • less satisfaction for clinician-not seeing patient's condition improved.
The arguments of the clinicians can be illustrated by the following quotation: C: So, the main difference is, that it's more frustrating. Because if you've got an idea you can not follow it through because you have to delegate and ask someone else to do it for you, and they need to be convinced, which is difficult if you have a dedicated and knowledgeable person who has got their own ideas, then to convince them that well, your idea is a good idea-it takes a lot of time, especially if it's controversial… I think that's the main problem; that's frustrating and it's setting people up to get more and more fights with each other; because you have to bridge all these interfaces, then they have to live with the frustration that the team that you are asking to follow-up your ideas may be not wanting to follow that up and saying look but we do not see it this way, we see it totally different. (…) misunderstandings are the norm. The more interfaces you create, the more misunderstandings we will get, and the more people that drop out in-between. (…) Low trust in unfamiliar clinicians and frustration or stress of having to repeat personal story C: It would definitely be good for patients if the reference person would stay the same. And I think it would be a huge advantage for the doctors if trust is established (GE-SC: social worker) C: It's true that patients say, "are you going to send my file, are you going to explain to the people you send me to see?", because the feeling often is "I do not want to tell this whole story again" (BE-BT: psychiatrist) P: It is often very strenuous, if one has to keep on starting from the beginning and has the feeling 'I've just told someone else everything'. When I change, they naturally have no idea of what I told the other person and ask the same questions again, which I know by heart. I fell into a kind of monotony and simply answer like a gramophone record, which keeps on repeating the same thing, but omits some details, leaves out this and that to speed up the process (GE-SC: F29/affective disorder) Receiving confusing recommendations from different clinicians C: I think it can be really confusing-we can disagree on medication, on diagnosis, and that means that you're disagreeing on the message you give to people about the nature of their problems and how they should address them (UK-SC: psychiatrist) P:…but they've all got their own opinions, and obviously I've got my own opinion as well (… P: There is a smooth transition missing, so in general there is a lack of connection between ward and outpatient clinic, where in the beginning someone is helping to manage daily issues, (…) someone who supports you, so one doesn´t feel lost. (…) As soon as control from hospital was gone and I was responsible myself, nothing worked out (GE-SC:F29/affective disorder) Longer inpatient stays and higher uncertainty of clinician at discharge C: There is no sense of ownership of the patient. The community staff (…) do not have really motivation to facilitate the discharge because patient is risky in the community, so for them it's actually "he needs a little bit longer" etc. (…) Patients with personality disorders say "my community consultant said something completely different, he told me that I have a bipolar disorder…" and this can of course affect the treatment and length of stay, so there's difficulty with transferring the patients… (UK-BT: psychiatrist) P: The problem is that a different clinician is in contact with me every time I stay at the hospital. It's a bit silly, because, no matter how much the clinician would like to get to know the patient, they won't be able. The patient would have to stay at the hospital half a year for that to happen (PL-SC: F56/affective disorder)
If you create all these interfaces you will obviously have more likely disengagement of the patients, … there has been good research in many places and… the most single most powerful predictor if a patient will attend is if they've seen you before. …all the other bits you can record, you can input telephone messages, letters-and all of this we do-but the single most powerful is this; that the patient has seen you before and has discussed the follow-up with you. And that's what I used to do… would give a date follow-up and then people would attend (UK-SC: psychiatrist).
Discussion
The international exploration of clinicians' and patients' positive and negative experiences with specialisation of care and personal continuity of care approaches has led to a comprehensive identification of number of features, which constitute the advantages and disadvantages of these different approaches. The study used a consistent methodology across five European countries: Belgium, Germany, Italy, Poland and the United Kingdom. It found commonalities in attitudes towards and experiences of patients and clinicians regarding specialisation and personal continuity of care approaches, which validates the results across borders. Many positive experiences of patients and clinicians with the personal continuity care approach not only relate to the high quality of therapeutic relationship based on trust and the sense of security, but also to the smooth transition between hospital and community care. Many positive experiences of patients and clinicians with the specialised care approach relate to concepts of autonomy and choice and to the higher adequacy of diagnosis and treatment. In addition to the experiences related to the quality of care discussed by both study groups, clinicians stressed also system aspects of providing mental health care: more effective management structure and higher professionalization of care within specialisation approach and the lower risk of disengagement from treatment and reduced need for coercion, restraint, forced medication or involuntary admission within personal continuity of care.
Strengths and limitations
This comparative qualitative study examines experiences of mental health professionals and patients regarding specialisation and personal continuity of care approaches in different European countries in a comprehensive manner, providing information with higher transferability than previous qualitative studies in this area. The data coding consistency has been checked across all countries. The research team was multidisciplinary; therefore, the analysis and data interpretation benefited from different perspectives. Moreover, participants of that study received or provided care in countries in which different care approaches were encouraged by different funding mechanisms and political and clinical arrangements.
There are also limitations. While the participants were selected to achieve maximum variation sampling, the selection of interview participants was purposive. In addition, it included only those, whose mental and somatic health was good enough to carry out an in-depth interview. Therefore, we did not explore the opinions of patients who probably might have benefited less and have been less satisfied with the care received.
Results related to previous findings
Our results show that, despite the recent increase in specialised and technologically advanced medical treatments, neither clinicians nor patients have forgotten the importance of a more traditional part of medical practice: the relationship between clinicians and patients [16] . Therefore, it is not surprising that many positive experiences with the personal continuity care approach relate to the features of that approach, which increases the quality of the therapeutic relationship (a better therapeutic alliance; greater sense of security in crisis; less frustrating and less confusing delivery of care). For those reasons, many patients from the specialisation care participating in our study also declared preferences for having the same clinician-at least within one setting, but also across different settings. Those findings are supported by earlier research which suggests that trust is important to patients and continuity of care is a frequent theme in building trust. Moreover, trust in clinician-patient relationship often translates into trust towards the mental health care system in general [16] [17] [18] .
Some positive experiences with the specialisation care relate to concepts of autonomy and choice (i.e. more freedom to choose the clinician; separation of a crisis period from a regular life). However, we argue that specialisation care offers more autonomy than personal continuity of care rather from an economic than from a philosophical point of view. While philosophical and ethical arguments underpin the idea for more patient choice, the economic arguments focus on patients having more choice between several clinicians or wards competing to deliver a service for them. However, it does not necessarily offer greater autonomy for the patient in their individualised treatment plan, as none of the clinicians may offer participation in decision-making [16] . Moreover, studies show that even if patients expect shared decision-making, they do not necessarily demand a fully autonomous choice [16, [19] [20] [21] . Calsyn et al. [22] suggested that choice may improve outcomes in patients who are functioning relatively well, but not in patients with more pervasive and severe mental illnesses [16] .
Our results point out two important advantages of the specialisation approach: higher adequacy (different clinicians provide new, additional information and more adequate diagnosis and treatment) and higher professionalization of care. It has been argued that increasing specialisation of services is inevitable as our evidence base expands, providing us with a better and deeper understanding of what exactly works best and for whom [9] . The arguments are forwarded in favour of a specialisation of care which emphasise the increase in the overall skills of the consultants carrying out their respective jobs in more focused manner and having sufficient time to participate in teaching, management and other non-clinical work [23] .
The specialisation approach has been criticised as emphasising the biological aspects of illness over the psychological and social factors. A holistic view tends to be avoided, as it is easier to measure reductionist models of human experience and therefore establish a clear evidence base [16, 24] . At the same time, positive experiences related to the personal continuity care are more holistic care, a higher adherence to treatment, lower risk for disengagement from treatment and smooth transition between hospital and community care. It is another important argument in prevention of the appearance of the "Bermuda triangle" in mental health care system where lack of holistic view of patient needs and poor coordination of different providers' tasks leads to the high risk of disengagement from treatment [1, 25] . Lack of personal continuity increases the need of the patients to look after the continuity of care themselves, and to see that relevant information is conveyed to different actors. Therefore, overall quality of care depends not only on the effectiveness of each agency, but also on the personal competence of patients [26] [27] [28] . Moreover, treatment of severely marginalised patients may require not only the personal continuity of care, but collaboration between clinicians and other professionals involved in delivery of medical and social care, covering a wide variety of physical, mental health, and social care interventions [1, [26] [27] [28] [29] .
That brings us to the issue of overall care organisation, as positive experiences with personal continuity care in our study suggest that this approach leads to shorter hospital stays as clinicians are able to react quickly to an emerging crisis and are more confident about treatment decisions. This approach is also more satisfactory for clinicians (seeing patient's condition improved after discharge; fewer disagreements between different clinicians/services). In comparison, the advantages of specialisation of care suggest higher availability of staff in the hospital ward and more effective management structures. This might result in diminished workload and more efficient management of specialised hospital wards.
Conclusions
Our data lend support to both, personal continuity and specialisation of care-or when expressed differently, show shortcomings of both care approaches. Advantages as much as disadvantages of both approaches may balance or counterweight each other resulting in similar primary outcomes in the quantitative follow-up, as specific aspects of care may have different relevance in specific contexts and logistic and organisational considerations may favour one approach over the other. Therefore, even though there appears to be no quantitative differences in primary outcomes between personal continuity and specialisation of care [12] , the issue remains important for many clinicians and patients and influences their experiences.
In our study, regardless of the form of care, there were patients who stressed that they received help they needed and who were very satisfied with medications they were prescribed. Many patients in both approaches to care reported feeling safe, respected, and confident to negotiate their own opinion regarding the course of treatment. Consequently, patients might link the positive experience of care, not to any specific approach, but to the high quality of care received within that approach.
Our qualitative study is of unique value by complementing the quantitative exploration where no significant differences between PCC and SC were found in terms of patient outcomes over a 1-year period [12] . It identifies and highlights substantial differences in terms of perceived advantages and shortcomings of both approaches. Therefore, along with continuous efforts to improve the quality of care, offering clinicians and patients a choice between alternative approaches needs to be considered, whenever possible and feasible.
